Myers: Atresia of the Duodeno-jejunal Junction that the patient could not pull any out. If this were continued for a considerable time the boy might forget his bad habit and thus become free from it. It would, however, not be surprising if the boy, as he was of rather low mental grade, developed some other tic in place of the trichotillomania.
Dr. ROLLESTON (in reply) said that so far as he could find from the literature, no previous case had been recorded in an acute infection.
Atresia of the Duodeno-jejunal Junction.
By BERNARD MYERS, C.M.G., M.D. THIS case is interesting because of the rarity of the condition. A case of congenital occlusion of the intestine was described in 1793, and a contribution was made to the literature of the subject in 1877, but still the number of cases recorded is not large.
On December 22, 1926, a female infant 5 days old (F.) was admitted into the Royal Waterloo Hospital with the following history, for some of which I am indebted to Dr. Jaecques.
The baby was born three weeks prematurely. The birth appears to have been natural. The weight was 4 lb. It was the first child and there was no history of miEcarriages. The baby was breast-fed for a day or two and then fed on a milk mixture. On the third day after birth the child was markedly jaundiced all over the skin and the conjunctivae, and on the same day bile-stained vomiting began. The vomiting occurred sometimes directly after food, at other times within half an hour; it was frequent and often accompanied by hiccougb. Nothing abnormal was discovered in the epigastric region, but occasional peristalsis was observed. Stools were passed on the third day which were stated to resemble wDeconium, but on the fourth day they were apparently yellow. The stool I saw was very tiny and yellowish-grey; it was sent to the Pathological Department for examination, but unfortunately was lost.
The child died a few hours after admission to hospital. Before 'death the jaundice became more marked. On the previous day the temperature was normal, the pulse 160, and respirations 40.
Although the diagnosis of atresia of the intestine was not definitely made it was kept before us as a possibility.
Necropsy.-The infant was very jaundiced and looked "dried-up." The stomach was distended, the duodenum distinctly so, and a small portion of the jejunum, the duodenum appearing to be about the size of the stomach. The duodenum was filled with bile-stained fluid. It ended blindly, the atresed end being quite free from the lower portion of the jejunum which was about 1 in. distant. The diameter of the stomach and duodenum was about 1 in. The intestines below the gap were small, but apparently patent, the diameter being about an eighth of an inch. The anus was patent. Dr. Rosher was of opinion that the liver and gall-bladder were normal, and no other abnormality was discovered. In their series the position of the atresia was stated to be in the duodenum, above papilla in 59 cases; duodenum, below papilla 75 cases; jejunum, 60 cases; ileum and caecum, 101 cases; colon, 39 cases; multiple atresia, 67 cases. Of the multiple cases slightly more than 50 per cent. consist of from 2 to 9 occlusions in the jejunum and upper ileum. Surgical treatment as early as possible after birth is the only chance of cure, but as the diagnosis is frequently not made very few indeed of these children live for more than a few days and the operations performed with an occasional exception have been fatal.
Sir John Bland-Sutton's theory that occlusion occurs at the site of an embryological event is most interesting and it is possible that such may be the case in this instance, the occlusion here occurring at the junction of the fora and mid guts. Other causes have been described, such as persistence of fcetal overgrowth of epithelium in the duodenum, also syphilitic disease; or there may be strangulation of the bowel, intussusception, volvulus, peritonitis or ulceration of the bowel.
Discussion.-Dr. R. C. JEWESBURY said he had had four cases of this kind, previously recorded. Two of these were cases of true atresia, one complete, and one in which the narrowing of the duodenum was such that it would just admit a fine probe. The others were not true atresia, they were due to bands compressing the duodenum from the outside. The first case had appeared to be one of pyloric obstruction, though the infant was only ten days old. There was definite peristalsis, and the vomiting was projectile, as in pyloric obstruction. The vomit, however, was bile-stained, an unusual feature in pyloric obstruction. The diagnosis was furnished by X-ray examination; the skiagram showed a large dilated stomach, and a dilated first portion of duodenum. The pylorus itself was also dilated, as was the upper part of the duodenum. He said that Mr. Max Page had operated in two of the cases, and in the case in which the obstruction was due to a peritoneal band, when the band had been divided the child had made a good recovery. Had the symptoms in Dr. Myers' case suggested any pyloric obstruction ?
Dr. BERNARD MYERS (in reply) said he had omitted to state that in this case the arteries were normal, therefore no sclerotic condition of arteries with secondary degeneration of the mucosa entered into the question, as it did in one reported case. He had been interested in the experience related by Dr. Jewesbury. When a band, recently formed, was the cause, there was a possibility of recovery. With regard to the symptoms, the vomiting was said to be forcible, but not so forcible as in hypertrophic stenosis of the pylorus; the material vomited was bile-stained from the third day. Peristalsis was present, but not so obvious as in hypertrophic pyloric stenosis. The child was obviously emaciated. There was a fullness in the abdomen which might have suggested stenosis of the pylorus, but the symptoms did not favour that diagnosis, nor was a hypertrophied pylorus discovered.
